The current study investigated whether religious coping would moderate the association between ambivalence over emotional expression (AEE) and depressive symptoms and anxiety symptoms such that the positive relationship between AEE and depressive symptoms and anxiety symptoms would be weaker among those higher in religious coping. Three-hundred and fifty-two undergraduates (M age=23.51 years, SD=6.80; 84.4% female) completed study materials. Contrary to expectations, results revealed a significant interaction between religious coping and AEE such that religious coping exacerbated the relationship between higher AEE and distress symptoms. The implications of this study suggest that religious coping may not be an ideal coping mechanism for individuals with high levels of AEE. These results indicate the need to further examine the role of AEE in religious coping, and have potential implications for clinicians, healthcare professionals, and religious mentors who may promote the use of religious coping in treatment.
Additionally, AEE has been found to be negatively associated with social support among populations including college students (Emmons & Colby, 1995) , postmenopausal women (Michael et al., 2006) , Dutch rheumatoid arthritis patients (van Middendorp et al., 2005) . Moreover, gastrointestinal cancer patients who further reported increased pain levels and decreased emotional well-being: ultimately leading to a poorer quality of life (Porter, Keefe, Lipkus, & Hurwitz, 2005) .
The association between AEE and increased anxiety symptoms and depressive symptoms has been shown to have several secondary consequences. Two studies by King and Emmons (1990; 1991) found that higher AEE predisposed one to depression, obsessive-compulsive tendencies, anxiety, paranoid ideation, and psychotism. An additional study found that AEE accurately predicted levels of depression over a four-month period, even when controlling for initial levels of depression, emotional expressiveness, and neuroticism, as well as intervening life events (Katz & Campbell, 1994) .
The relationship between AEE, anxiety, and depression is detrimental for numerous reasons. An overly strong general avoidance of expressing emotions leads to repeated negative intraor interpersonal consequences following emotional disclosure (Kennedy-Moore & Watson, 1999) . King and Emmons (1991) found that people with high AEE find difficulty in understanding other's emotions related to constant overthinking and over reading of the stated emotions. Ineffective strategies in attempting to cope with stressful life events can cause those with higher AEE to experience a lower sense of well being, as well as confusion and conflict over emotional expression. This confusion, according to Lu, Uysal, and Teo (2011) may lead to feelings of helplessness over their psychological distress.
Social support is an avenue of coping for psychological health. However, those with higher AEE tend to report less perceived social support (Bryan et al., 2014) . Furthermore, individuals higher in AEE tend to employ avoidant coping strategies, contributing to negative attitudes regarding social support. This may further heighten their fear of intimacy (Emmons & Colby, 1995) . Additionally, findings show that suppression of emotions negatively impacts relationship satisfaction, regardless of ethnicity or age (English & John, 2013) . AEE is largely influenced by environment and culture. For example, Lu and Stanton (2010) demonstrated that Asians had higher AEE compared with Caucasians, because Asian culture generally discourages public expression of emotions. Those higher in AEE have also been shown to benefit from engaging in a safe non-judgment form of emotional expression, such as expressive writing (Lu & Stanton) . The traditional expressive writing study asks participants to write about their most traumatic/stressful experience. Given that those who are higher in AEE experience difficulty expressing their emotions, writing gives the individual an outlet to express and give clarity to a situation. Methods for coping and inauthentic expression of emotions are being explored, with the hope of diminishing fear of social repercussions felt by people with higher AEE, and depression and anxiety. One such method looks to religious coping as a means of alleviation for such stressors.
Religious Coping
Numerous empirical studies have found that religion assists in an individual's ability to cope with a variety of personal and collective stressors, such as illness (Spilka, Hood, & Gorsuch, 1985) , the loss of a child (McIntosh, Silver, & Wortman, 1993) , trauma (Ai, Tice, Peterson, & Huang, 2005) , terrorist threat (Fischer, Greitemeyer, Kastenmüller, Jonas, & Frey, 2006) , and war (Ai & Peterson, 2004) . Moreover, in most modern cultures, religion provides numerous psychological functions, for example, consoling people regarding their own mortality Solomon, Greenberg, & Pyszczynski, 1991) providing a shared system of meaning in social interactions (Becker, 1971; Berger, 1969) , and presenting clear social norms for living a righteous life (Allport, 1950; Bergin, 1991) . Given these positive attributes, religious coping can be said to guide those who need assistance with any element of coping. Furthermore, when faced with social exclusion, participants reported heightened levels of religious affiliation across five studies (Aydin, Fischer, & Frey, 2010) . This increase in religious affiliation not only buffered the stress caused by rejection, but was also shown to strengthen belief in God. Thus, socially excluded participants reported significantly increased levels of both personal and social forms of religiousness than included individuals. Furthermore, a post exclusion stress buffering effect was linked to religious affiliation. Socially excluded participants behaved less aggressively when reminded of the roles religion and faith played in their lives, particularly when compared to excluded individuals who received a neutral prime. These findings lend further support to the idea that religiosity functions as an effective coping mechanism when dealing with social rejection, which is a potential side effect of higher AEE, depression, and anxiety symptoms.
Religious coping has been evaluated closely in relation to depression and anxiety. In a sample of Hispanic participants that predominantly lived in areas with a high prevalence of crime, religious coping was found to positively offer social support and decrease feelings of depression. Religious coping further buffered the relationship between personal victimization and depression in those regularly partaking in religious coping (Epstein-Ngo, Maurizi, Bregman, & Ceballo, 2013) . Previous research has also shown that religious coping produced positive effects among cancer patients, as Park, Cho, Blank, and Wortmann (2013) found a decreased fear of cancer reoccurrence in young to middle age cancer survivors utilizing this method.
Some common ways women cope with the diagnosis and subsequent treatments for involve participating in computer support groups and turning to religion. study by Shaw et al. (2007) examined how prayer and religious expression within computer support groups contributed to improved psychosocial outcomes for those coping with breast cancer. Surveys were administered before initial group access and four months afterward, and message transcripts of the discussion boards were analyzed qualitatively. The results revealed that a higher percentage of religion-associated words accompanied lower levels of negative emotion and higher levels of health self-efficacy and functional well being, after controlling for the patients' levels of religious beliefs. The most common themes were: putting trust in God about the course of the illness, belief in an afterlife and subsequent alleviation in fear of death, finding blessings in everyday life, and appraising the cancer experience in a more constructive religious light (Shaw et al., 2007) .
However, one does not necessarily have to encounter a severally traumatic experience or illness to benefit from turning to God to cope. Female university students who reported that they were likely to cope by turning to God reported less quantity and frequency of consuming alcohol (McKee, Hinson, Wall, & Spriel, 1998) . Moreover, minority college students who turned to religion reported less minority stress and higher academic performance (Greer & Brown, 2011) , and university enrolled students who reported a high rate of turning to God also reported higher satisfaction with life and less maladjustments (Ross, Handal, Clark, & Wal, 2009 ).
Given the evidence of the supportive nature of turning to religion to cope in times when one is unable to derive support of that magnitude from others, it could be worthwhile to consider religious coping as a potential moderator. That is, religious coping via turning to God may serve as a moderator of the relationship between AEE and mental distress, and individual differences in depression and anxiety symptoms may be explained by its evaluation. Moreover, turning to God to cope may be particularly useful for individuals who feel that they cannot express emotions in their human relationships. Ultimately, religious coping may buffer general stress, thus alleviating the stress and (potential desire to discuss it with others) before it can manifest into the emotional turmoil that those with AEE experience when contemplating communicating with other people. The present study was designed to evaluate the relationship between AEE and depressive symptoms and anxiety. The first and second hypotheses predicted (respectively) that AEE would be positively associated with anxiety symptoms and depressive symptoms, and that turning to God would be negatively associated with anxiety symptoms and depressive symptoms. The third hypothesis predicted that religious coping would moderate the association between AEE and depressive symptoms and anxiety symptoms such that the positive relationship between AEE and depressive symptoms and anxiety symptoms would be weaker among those high in religious coping than that among those low in religious coping.
Method Participants and Procedure
Three hundred and fifty-two undergraduates from a large southern university completed study materials including measures of coping, AEE, depressive symptoms, and anxiety symptoms. Participants ranged in age from 18 to 58 years old (Mean age = 23.51, SD = 6.80, 84.4% female). The sample was ethnically diverse: 36.1% Caucasian, 20.2% Black/ African American, 21.6% Asian/Pacific Islander, 6.0% Multi-Ethnic, 1.1% Native American/American Indian, and 14.2% other. Students were invited to participate via email, flyers, and announcements made in classrooms. Participants aged 18 and up were allowed to sign up to take the online survey. Participants received extra course credit for their participation.
Measures
Demographics-Participants provided demographic information such as age, gender, and racial/ethnic background.
Religious coping-The COPE (Carver, Scheier, & Weintraub, 1989 ) was used to assess how individuals tend to react when confronted with stressful situations. The COPE has demonstrated generally good reliability (αs from .46-.93; Cook & Heppner, 1997) and adequate convergent and discriminant validity (Clark, Bormann, Cropanzano, & James, 1995) . Furthermore, the COPE has been predictably associated with relevant outcomes such as physical symptoms (Clark et al., 1995) . For the purposes of this study, we used the turning to God subscale of the COPE inventory to measure religious coping. Four items assessed religious coping (α = .94). Sample items include, "I seek God's help" and "I pray more than usual" Response options ranged from 1 (I usually don't do this at all) to 4 (I usually do this a lot). Items were summed to create a total religious coping score.
Ambivalence over emotional expression-The Ambivalence over Emotional Expression Questionnaire (AEQ) consists of 28 items measuring individuals' expressions of positive and negative emotions and intimacy (King & Emmons, 1990) . The AEQ has demonstrated satisfactory discriminant and convergent validity (King & Emmons, 1990) . Participants responded to items on a Likert scale ranging from 1 (never) to 5 (frequently), indicating how often they felt what each statement suggested. Sample items include "I'd like to talk about my problems with others, but at times I just can't," and "I often cannot bring myself to express what I am really feeling." A mean score was computed for the AEQ (α = . 95).
Anxiety symptoms and depressive symptoms-The Brief Symptom Inventory-18 (BSI-18; Derogatis, 2000) was used to evaluate participants' levels of anxiety symptoms and depressive symptoms. The BSI-18 has shown good reliability and validity and is highly correlated with other measures of psychological distress (Derogatis, 2000; Müller, Postert, Beyer, Furniss, & Achtergarde, 2010) . Participants were asked to respond to a five-point Likert scale from 0 (Not at all) to 4 (Extremely) how much each of the following problems had bothered them in the past week. The anxiety symptoms subscale consists of six symptoms commonly associated with experiencing anxiety. Sample items include, "Nervousness or shakiness inside" and "Spell of terror or panic", (α = .83). The depressive symptoms subscale consists of six symptoms related to feelings of depression and includes items such as, "Feeling blue" and "Feeling hopeless about the future", (α = .88). Mean scores were computed for the anxiety symptoms and depressive symptoms subscales. Table 1 presents means, standard deviations, and zero-order correlations for each of the major variables in the study. Depressive symptoms and anxiety symptoms were positively associated with AEE and also positively associated with one another (p < .001). There were no other significant correlations.
Results

Descriptives
Primary analyses
Two sets of hierarchical regression analyses were performed to examine the role of AEE and religious coping in predicting depressive symptoms and anxiety symptoms, controlling for gender. Gender was dummy coded as Females =0, Males =1. Further, each predictor was mean centered. In Step 1, depressive symptoms were evaluated as a function of AEE and religious coping. Results supported our first hypothesis that AEE would positively predict depressive symptoms, β = .50, p<.001. Conversely, we did not find evidence for our second hypothesis that religious coping would be significantly and negatively associated with depressive symptoms, β = -.05, p = .32. At Step 2, we added the two-way product term between AEE and religious coping in predicting depressive symptoms. The Step 2 regression analysis addressed our third hypothesis that AEE and religious coping would interact to predict depressive symptoms such that AEE would be positively related to depressive symptoms; however, this effect would be less pronounced for those higher in religious coping. Results revealed a significant two-way interaction between AEE and religious coping, β =.10, p = .03. The interaction was graphed using parameter estimate values from a regression equation such that low and high values were calculated by using one standard deviation below and above the means for each of the predictors (Cohen, Cohen, West, & Aiken, 2003) . In addition, the slope of the mean for religious coping was included in the graph. Contrary to expectations, higher religious coping appeared to exacerbate the relationship between AEE and depressive symptoms. That is, AEE was associated with increased depressive symptoms, and this appeared to be stronger among individuals higher in religious coping (see Figure 1) . A test of the simple slopes revealed that all three slopes: for lower religious coping (β =.40, p<.0001), the mean for religious coping (β =.50, p<.0001), and higher religious coping (β =.60, p<.0001) were significantly different from zero. Finally, the effect sizes (d) were calculated for all effects using the formula (Rosenthal & Rosnow, 1991) which is included in Table 2 . Small, medium, and large effect sizes are typically considered .2, .5, and .8 respectively (Cohen, 1992) . The effect size for AEE was large (d = 1.17) whereas the interaction term yielded a small effect size (d = .24).
The second set of hierarchical regression analyses used similar to the previous analysis except the criterion was anxiety symptoms rather than depressive symptoms. We hypothesized and found that AEE positively predicted anxiety, β =.51, p<.001. However, similar to the previous analysis, we did not find evidence to support our hypothesis that religious coping would negatively predict anxiety, β = -.03, p=.52. At Step 2, we added the two-way product term between AEE and religious coping in predicting anxiety. The Step 2 regression analysis addressed our final hypothesis that AEE and religious coping would interact to predict anxiety symptoms such that AEE would be positively related to anxiety; however, this effect would be less pronounced for those high in religious coping. Results mirrored the results of the interaction with depressive symptoms as the criterion. AEE was associated with increased anxiety, and this appeared to be stronger among those who are also higher in religious coping β = .14, p < .01. Thus, it appears that high religious coping might compound the relationship between high AEE and anxiety symptoms (see Figure 2) . Similar to the previous results, a test of the simple slopes revealed that all three slopes: for lower religious coping (β =.35, p <.0001), the mean for religious coping (β =.49, p <.0001), and higher religious coping (β =.63, p <.0001) were significantly different from zero. Likewise, nearly identical effect sizes were found such that t AEE yielded a large (d = 1.16) effect size and the interaction term yielded a small effect size (d = .24).
Discussion
This study evaluated the relationship between AEE, depressive symptoms, anxiety, and religious coping. Our first hypothesis was that AEE would be negatively associated with depressive symptoms and anxiety as with previous research (e.g., King & Emmons, 1990; 1991) . Consistent with expectations, we found supporting evidence, indicating positive relationships between AEE and both depressive and anxiety symptoms (see Table 1 ). Our second hypothesis was that religious coping would be inversely associated with symptoms of anxiety symptoms and depressive symptoms, based on research that indicates a negative association (e.g., Epstein-Ngo, Maurizi, Bregman, & Ceballo, 2013) . However, contrary to expectations, we did not find supporting evidence for our hypothesis. This may be due to using the Turning to God religious coping scale perhaps utilizing a positive and negative religious coping scale may have revealed a significant relationship. Moreover, differences in our target sample, compared to the target samples in previous literature may have contributed to our lack of results. Each of the previously cited studies evaluated religious coping in a population at high risk for anxiety symptoms and depression due to specific circumstances, whereas our population consisted of college students and had relatively low means for both anxiety and depression. Thus, it may be that college students face different types of stressors that, although predict symptoms of anxiety and depression, are resistant to religious coping strategies. Future studies could be developed to further examine how these constructs may relate to each other.
Our third hypothesis was that religious coping would moderate the positive association between AEE and depressive symptoms and anxiety symptoms such that it would be weaker among those higher in religious coping. This hypothesis stems from the perspective that religious coping may provide beneficial psychological relief from distress in the same way that emotional expression does, thereby acting as a buffer against depression and anxiety. Results revealed that, consistent with our hypothesis, religious coping reduced the negative association between AEE and distress among those with lower AEE; however, contrary to expectations, higher religious coping exacerbated the relationship between higher AEE and distress symptoms relative to lower religious coping. This indicates that individuals higher in AEE and religious coping may experience more depressive symptoms and anxiety symptoms than others.
There are several possible explanations for these findings, one of which is that individuals with higher levels of AEE may be reluctant to express their emotions to God, perhaps due to the religiosity-related anxiety (Orlická, 2000; Peterman, LaBelle, & Steinberg, 2014) or fear of being judged by God. This conflicts with their perceived views on the expectations of religiously affiliated people being able to easily express thoughts and feelings to God, and therefore heightens their feelings of anxiety symptoms and depression. Ultimately, this could explain why those higher in AEE and religious coping tended to report higher levels of depressive symptoms and anxiety. Fear of negative judgment may extend beyond people to include God. Further, there may also be added consequences to the experience of psychological distress associated with construing God as omniscient and not subject to the same bias that can be ascribed to people. In other words, if people with higher AEE feel judged by others, they may engage in a protective mechanism in which they downplay others' opinions as ignorant, unintelligent, or otherwise biased. This dynamic has been observed in other populations that are characterized by fragile self-esteem, thus engaging in protective mechanisms, such as derogating others opinions (Horton & Sedikides, 2009) . A protective mechanism such as this would not be feasible towards an omniscient God, as it could not be susceptible to human error, and therefore could lead to increased psychological distress. This may be particularly detrimental to individuals when faced with greater stressors one is more likely to turn to spiritual resources when they lack non-religious resources for a given situation (Bickerton, Miner, Dowson, & Griffin, 2014 : Pargament, 1997 .
Another potential explanation for these findings is that a third variable maybe influencing the model. One such construct may be general needs satisfaction (GNS). The relationship between AEE and depressive symptoms has been demonstrated in previous literature to be partially mediated by GNS such that those higher in AEE and lower in GNS are more likely to feel depressed (Lu, Uysal, & Teo, 2011) . Those lower in GNS often feel as though they have a lower self-worth relative to others and view themselves as incapable of succeeding in life (Heppner et al., 2008) . Thus, it may be that those who are higher in AEE and lower in GNS might not feel they are worthy of God's love and attention. This in turn, could inhibit the benefits of religious coping. Further research is needed to elucidate the influence of GNS on AEE, religious coping, depressive symptoms, and anxiety. Similarly, it has been demonstrated in previous literature that college students tend to go through a religious development period in college, in which they question and re-identify their religious views and behaviors. Though religion was reported to be important to the students during this time, their engagement in religious behaviors declined (Stoppa & Lefkowitz, 2010) . It is possible that religious coping goes through a similar period of adjustment, which could have an effect on the variable relationships in this study.
A third potential explanation is that those higher in AEE feel uncomfortable with their own perceptions of the self. Emphasis on religion may add additional value judgments on an individual's identity with respect to his or her religious views. In other words, it may be that those who are religious subscribe to the belief that they are expected to be perfect (or maintain the appearance thereof), and therefore the flaws they perceive in their selves carry the weight of additional self-judgment or discomfort. This self-judgment may lead them to feel ashamed of themselves, and past literature has demonstrated that shame can directly relate to anxiety, depression, and suicidal ideation (Bryan, Morrow, Etienne, & RaySannerud, 2013) . Future directions will aim to look at shame with relation to AEE and religious coping. Additional research is needed to further explore these relationships to elucidate effects and precursors to anxiety symptoms and depressive symptomatology.
The implications of this study are potentially far-reaching. Religious coping is often conveyed as a healthy and positive mechanism for dealing with stressors, and has been touted as having few negative repercussions (e.g., Foster et al., 2013) . Therefore, any evidence of negative outcomes associated with religious coping is of particular importance and warrants additional research. Further work is needed to better understand whether religious coping might be more beneficial for some individuals than others. Moreover, more research is needed to explore whether clinicians, healthcare providers, and religious mentors should suggest alternative coping mechanisms for particular individuals for whom religious coping might be less beneficial. This recommendation comes as some facets of religious coping might be better than others, and future research should test this. Research elucidating characteristics or situations that help investigators understand any potential detrimental effects of specific coping mechanisms presents a viable avenue for future research.
Limitations and Future Directions
The contributions of this study must be considered in light of its limitations. First of all, the sample population consisted of undergraduates, and therefore limits the generalizability of the results. Second, the cross-sectional nature of the study design does not allow for causal inferences or for the benefit of following trajectories over time. Future studies might incorporate more longitudinal measures to further investigate the nature of the relationships between AEE, religious coping, and symptoms of depression and anxiety. Interested researchers might examine the specific roles of religious coping, such as thanking God versus asking God for help with difficulties. It is also worth noting that religious coping was operationalized for the present study as "turning to God," and as such, implications are generalized only to this operationalized definition. It will be important for additional work to explore whether findings replicate for other forms of religious coping, including positive and negative religious coping strategies linked with the religious coping framework (e.g., Piritunsky, Rosmarin, Pargament, & Midlarsky, 2011; Rosmarin, Pargament, Piritunsky, & Mahoney, 2010) . Additionally, the present study did not evaluate the potential role of religious affiliation or belief in God. The current investigation focused on the range of religious coping and how it might be utilized to buffer against the deleterious effects of ambivalence over emotional expression. Future research might examine whether this relationship varies by religious affiliation. Future studies may also examine the relationship between intrinsic and extrinsic religiosity for those high in AEE with regards to depression. Also, additional research may wish to examine religious interventions designed to decrease AEE; perhaps talking with a religious leader who can provide positive feedback about the individual's emotion expression may be helpful in reducing that person's AEE and thus enable the individual to receive the benefits of religious coping. In measuring AEE in this study, the exclusive use of self-report should also be considered a limitation, as those with AEE might not want to express their emotions.
Conclusion
This study contributes to the religious coping and AEE literature seeking to understand and identify potential buffers for the disadvantageous effects of AEE on mental distress, and determine for whom using religion to cope is beneficial. Our findings were consistent with previous literature in that AEE was linked to symptoms of depression and anxiety symptoms in the present sample. However, evidence did not support our second hypotheses and only partially supported our third hypotheses in that religious coping did not negatively predict symptoms of depression and anxiety, and religious coping did not buffer the detrimental effect of higher AEE on symptoms of depressive symptoms and anxiety, but rather appeared to exacerbate it. This suggests that using religion to cope may not always be a beneficial coping strategy and potential detrimental effects should be considered when designing psychological health interventions for people with higher AEE. Additional work is needed in order to better understand individual characteristics that might help explain whether there is a subset of individuals for whom religious buffering has detrimental effects, and to explore moderating and mediating effects on depressive symptoms and anxiety. AEE is associated with increased depressive symptoms, and this appears to be stronger among those who are higher in religious coping. AEE is associated with increased anxiety symptoms, and this appears to be stronger among those who are also higher in religious coping. Table 1 Means, Standard Deviations, and Correlations among Variables 1.
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